Sir, I read with interest the opinions of Northcote and Cooke (1987; 57:319-28 ) on the use of gated blood pool scanning with either isometric handgrip or cold pressor testing for the detection of coronary artery disease.
Giles et al used a nuclear probe capable of measuring beat to beat ejection fraction to study these responses and found that troughs in left ventricular ejection fraction occurred at 2-5 min (range 0 5 to 3-0 min) for handgrip and 1-7 min (range 0-5 to 3-0 min) for cold pressor in patients with confirmed coronary disease.' Normal controls also had troughs within 3 0 min. There was considerable overlap between patients and controls in terms of both the fall in ejection fraction and the absolute level attained.
Gated blood pool scanning with five minute acquisition seems to be a poor technique for analysing a transient phenomenon with peak effect occurring in less than three minutes. The best that can be measured is an average ejection fraction response. Others have confirmed the time course for cold pressor testing with first pass blood pool scanning2; and both isometric handgrip and cold pressor were tested by Jones et al,3 who used a technique similar to that of Giles et al.
Use of cold pressor testing or isometric handgrip to detect coronary artery disease is an attractive idea. Unfortunately, with current radionuclide blood pool imaging methods it does not work.
